Abstract Background -Ethnic origin has an important influence on the lung function of adults and young children but its effect during infancy, particularly following premature delivery, is unclear. Methods -The results from infants ofpure Afro-Caribbean (subjects) and pure Caucasian (controls) descent, all ofwhom were born prematurely (median gestational age 28 weeks), were compared. Fifty subjects were each retrospectively matched with a control for gestational age, sex, and requirement for neonatal ventilation. Lung function measurements were performed at similar postnatal ages in each pair. The median postnatal ages of the two groups at the time of study was seven and eight months, respectively. Lung function was assessed by measurement offunctional residual capacity (FRC) by a helium gas dilution technique and plethysmographic measurement of thoracic gas volume (TGV) and airways resistance (Raw), from which specific conductance (sGaw) was calculated. Results -No differences were found between the subjects and controls regarding FRC or TGV, but Raw was higher and sGaw lower in the subjects. The mean Raw of the subjects was 50 3 cm H20IlIs and of the controls was 44*1 cm H20/l/s (95% confidence intervals of the difference 1.5 to 10.9). Conclusions -Prematurely born infants of Afro-Caribbean origin have more severe lung function abnormalities at approximately 7-8 months of age than those of Caucasian origin. This merits further investigation.
Ethnic origin appears to have an important effect on lung function in adults' and young children.2 This has been suggested to be due to differences in body configuration, but no significant differences were found between young children of Afro-Caribbean and Caucasian descent when lung volume was related to sitting rather than standing height.2 The effect of ethnic origin on lung function of infants, particularly those born very prematurely, is, however, unclear. Compliance, minute ventilation, respiratory frequency, and the ratio of the time to reach peak expiratory flow to total expiratory time were similar in healthy black and white infants measured in the neonatal period by Stocks et al.3 That study included 18 matched pairs of prematurely born infants whose mean gestational age was 33 weeks. Yet, when preterm infants (mean gestational age 35 weeks) were measured at follow up, airways resistance was lower in Afro-Caribbean than in European preterm infants.4 It is thus possible that differences in lung function due to ethnic origin, although not present immediately after birth,3 may become apparent later in infancy.4
The influence of ethnic origin on lung function at follow up of infants born very prematurely, however, is not known.
The incidence56 and severity7 of respiratory distress syndrome varies between neonates of Afro-Caribbean and Caucasian descent, and these differences are likely to affect lung function at follow up. Thus, if the effect of ethnic origin is to be accurately assessed in a prematurely born population, the patients must be matched not only for gestational age and sex, but also for mechanical ventilation requirement as an index of severity for the initial respiratory illness. We have performed such a matching process using data collected during our prospective follow up study of very prematurely born patients (mean gestational age 28 weeks).
Methods

PATIENTS
From our prospective follow up study, into which patients were recruited over a period of three years, 59 infants of pure Afro-Caribbean descent (subjects) were identified who had had lung function measurements during the first year of life. We then attempted to match the subjects from a pool of 86 infants of pure Caucasian descent (controls) for gestational age, sex, and requirement for ventilation. In the event of there being more than one control matching a subject, the control whose duration of ventilatory requirement most closely matched the subject was chosen. In addition, the lung function measurements of the subject and control had to have been made at a similar postnatal age -that is, within one month. It was not possible to find controls for nine subjects, all of whom were born very prematurely at 23-27 weeks of gestation. None of the controls had delivered at 23 weeks gestation, thus one subject born at 23 weeks could only be matched with a 24-week gestation control. Both the prospective follow up and intervention studies were approved by King's College Hospital Ethics Committee and parents gave informed consent.
Yuksel, Greenough during infancy. In addition, diary cards were kept by parents oftheir child's respiratory problems. For the purposes of this study infants were described as symptomatic if they had wheezed and/or coughed on at least three days per week over a four week period, or at least three days following upper respiratory tract infections during the period between discharge from hospital and the first lung function measurements.
LUNG FUNCTION TESTS
Infants were seen in the Paediatric Respiratory Laboratory where a medical history was taken, height and weight measured, and the infant examined. Sedation was achieved with oral chloral hydrate (80-100 mg/kg) and lung mechanics were measured in the supine position during quiet sleep. Thoracic gas volume (TGV) and airways resistance (Raw) was measured with an infant whole body plethysmograph (Hammersmith Hospital, Department of Medical Engineering) and specific conductance (sGaw) was calculated from these measurements. Functional residual capacity (FRC) was measured by a helium gas dilution technique. The details of TGV, Raw, and FRC measurements have been described previously.8
Some of the individual results have already been reported as part of the prospective follow up8'-" and intervention"`'-' studies.
STATISTICAL ANALYSIS
The 95% confidence intervals of the difference between the means of the lung function results of the two groups were calculated. Differences in the patient characteristics of the two groups were assessed for statistical significance using the Wilcoxon rank sum or X2 test as appropriate.
As the distribution of the differences in lung function between pairs was not skewed, differences between individual subject and control pairs were assessed for statistical significance using the paired t test. factant, but fortunately a similar number of infants in the two groups had been exposed to this treatment.
Specific conductance changes with postnatal age,4 but we do not feel that this explains our results as matched subjects and controls were of similar postnatal age. In addition, the patients were measured at a time when the change in sGaw with respect to age is relatively small.4
Very few of our patients had suffered from bronchiolitis, so our results cannot be explained by the well recognised impact of that illness on subsequent lung function.'8 There were no significant differences between the two groups in the number of infants whose parents smoked or who were symptomatic at follow up. There 
